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 BATTLE AND NON-BATTLE INJURY DOCUMENTATION: THE 

RESUSCITATION RECORD 

Original Release/Approval 1 Jun 2008 Note: This CPG requires an annual review. 

Reviewed: Dec 2013 Approved: 05 Dec2013  

Supersedes:   Battle Non Battle Injury Documentation Resuscitation Record 20 Sep 12 

  Minor Changes  (or)   Changes are substantial and require a thorough reading of this CPG (or) 

  Significant Changes Corrected references in the PI Monitoring section. 

1. Goal.  Obtain complete trauma documentation, including evacuation documentation, on all 

trauma patients from Role 2 and Role 3 within the CENTCOM AOR. 

2. Background.  The role of trauma documentation within the Joint Theater Trauma System for 

trauma performance improvement has continuously increased since the Joint Theater Trauma 

Registry (JTTR) was initiated in 2004. This progression is not unlike the first civilian trauma 

registries and standardized trauma flow sheets that were developed in the late 1980s. JTTR 

data acquisition and processing has improved greatly, partly because of the continuing 

advances (i.e., development of a standardized Resuscitation Record, formerly trauma flow 

sheet, initiation of Oracle-based registry database, and Level II Access trauma database) that 

offer new approaches and maximize computer technologies and the deployment of trauma 

coordinators to Role 3 sites. Data collection that allows theater-wide comparison is important 

for the continuous learning process and to improve outcomes, standard of care development, 

analysis of differences in the mechanisms of injury, rescue systems, and approved treatment 

guidelines.  

Although Resuscitation Record documentation can incorporate information from numerous 

sources (nursing flow sheets, monitors, MEDEVAC run-sheets, I-stat print outs, etc.); if the 

history taking, physical examination, or decision making is not documented by the trauma 

team leader, it did not occur. Therefore, good documentation on the Resuscitation Record is 

most important for care of the individual patient and the system-wide delivery of 

trauma/critical care to all injured patients within the CENTCOM AOR. It is easy to forget or 

only capture limited data on the Resuscitation Record when trauma patients spend very little 

time in the ED prior to heading to the OR. However, it is imperative to document the thought 

process and to take the time to complete the Resuscitation Record when time permits, even if 

completed the next day.  

Although trauma documentation requirements are well known, it is noted that this is an area 

in need of improvement. Although not exhaustive, the following are documentation 

performance improvement areas that repeatedly surface which need careful attention:  

a. Complete set of initial vital signs, including temperature and respiration rate  

b. GCS total score and individual Motor, Verbal and Eye opening scores  

c. Total IV volume (blood, colloid and crystalloid) infused in the ED, even if fluid 

administration continues after transport  

d. Disposition: Place and time  
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e. Arrival time  

f. Mechanism of Injury  

g. Labs transferred to trauma flow sheet (especially HCT, INR, and BE)  

h. Lethal Triad Indicators (Hypothermia, Acidosis, Coagulopathy)  

3. Indications for Initiation and Completion of Resuscitation Record. A Resuscitation 

Record should be initiated on ALL patients (battle/non-battle injury coalition forces, ANA, 

ANP, LN, contractors, etc.) triaged as Immediate. In addition, Resuscitation Record should 

be completed on all patients seen within the first 72 hours following injury, including but not 

limited to the following injury causes:  

a. Building Collapse 

b. Bullet/GSW/Firearm 

c. Burn 

d. EFP 

e. Fall 

f. Fire/Flame 

g. IED 

h. Inhalation Injury 

i. Mine 

j. Mortar/Rocket/Artillery Shell 

k. Multi-Frag 

l. MVC 

m. Sports 

n. UXO 

o. Other 

p. All trauma admissions to any/all Role 3 facilities in the continuum  

It is the intent of this guideline that the broadest definition of trauma be used. This should 

include the majority of patients with single or multi-system injury seen in the emergency 

department or admitted directly to the ICU and is to be used as the primary method of initial 

documentation.  

4. Performance Improvement (PI) Monitoring. 

a. Intent (Expected Outcomes). 

1) All patients in a US lead Role 2 or Role 3 facility have a Trauma Resuscitation 

Record complete and in the patient’s record. 

2) Trauma Resuscitation Record Part I Nursing Flow Sheet has complete and accurate 

documentation from the primary survey in sections 3.1, 3.2, and 3.3. 
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3) Trauma Resuscitation Record has complete and accurate documentation in the patient 

identification section, i.e. patient name, patient ID/SSN, facility, nurse and provider. 

4) Trauma Resuscitation Record Part II Physician H & P has complete and accurate 

documentation in sections 1.3, 1.5 and 6.3.  

b. Performance/Adherence Measures. 

1) All trauma patients triaged as immediate or with injuries sustained from one of the 

causes listed in section 3 had the trauma Resuscitation Record completed. 

2) The trauma Resuscitation Record was completed by the provider and the nurse on 

every patient expected to be admitted to a Role 3 or actually admitted to a Role 3 

facility. 

c. Data Source. 

1) Patient Record 

2) Department of Defense Trauma Registry (DoDTR) 

d. System Reporting & Frequency.  

The above constitutes the minimum criteria for PI monitoring of this CPG.  System 

reporting will be performed biannually; additional PI monitoring and system reporting 

may be performed as needed.  

The system review and data analysis will be performed by the Joint Theater Trauma System 

(JTTS) Director, JTTS Program Manager, and the Joint Trauma System (JTS) Performance 

Improvement Branch.  

5. Responsibilities.  

a. It is the trauma team leader’s responsibility to ensure the Resuscitation Record Part II, 

Physician H&P is complete at Role 2 and Role 3.  

b. It is the responsibility of the nurse assigned to the trauma bay/patient to ensure the 

Resuscitation Record Part I, Nursing Flow Sheet is completed at Role 3.  

c. A member of the trauma team that is receiving report (CCATT, medevac, ground 

ambulance) should request a copy of the transport run-sheet and ensure it is included in 

the patient’s record. All times on the Resuscitation Record should be local 24-hour 

military format (hhmm). 

Approved by CENTCOM JTTS Director,  

JTS Director and CENTCOM SG 

Opinions, interpretations, conclusions, and recommendations are those of the authors 

 and are not necessarily endorsed by the Services or DoD. 
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APPENDIX A Resuscitation Record—Part I Nursing Flow Sheet, page 1 of 5 
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Resuscitation Record—Part I Nursing Flow Sheet, page 2 of 5 
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Resuscitation Record—Part I Nursing Flow Sheet, page 3 of 5 
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Resuscitation Record—Part II Physician H &P, page 4 of 5 
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Resuscitation Record—Part II Physician H &P, page 4 of 5 
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APPENDIX B General Instructions for Resuscitation Record, Page 1 of 5 
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General Instructions for Resuscitation Record, Page 2 of 5 
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General Instructions for Resuscitation Record, Page 3 of 5 
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General Instructions for Resuscitation Record, Page 4 of 5 
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General Instructions for Resuscitation Record, Page 5 of 5 
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APPENDIX C  

ADDITIONAL INFORMATION REGARDING OFF-LABEL USES IN CPGs 

1. Purpose.  The purpose of this Appendix is to ensure an understanding of DoD policy and 

practice regarding inclusion in CPGs of “off-label” uses of U.S. Food and Drug 

Administration (FDA)–approved products.  This applies to off-label uses with patients who 

are armed forces members.   

2. Background.  Unapproved (i.e., “off-label”) uses of FDA-approved products are extremely 

common in American medicine and are usually not subject to any special regulations.  

However, under Federal law, in some circumstances, unapproved uses of approved drugs are 

subject to FDA regulations governing “investigational new drugs.”  These circumstances 

include such uses as part of clinical trials, and in the military context, command required, 

unapproved uses.  Some command requested unapproved uses may also be subject to special 

regulations.   

3. Additional Information Regarding Off-Label Uses in CPGs.  The inclusion in CPGs of 

off-label uses is not a clinical trial, nor is it a command request or requirement.  Further, it 

does not imply that the Military Health System requires that use by DoD health care 

practitioners or considers it to be the “standard of care.”  Rather, the inclusion in CPGs of 

off-label uses is to inform the clinical judgment of the responsible health care practitioner by 

providing information regarding potential risks and benefits of treatment alternatives.  The 

decision is for the clinical judgment of the responsible health care practitioner within the 

practitioner-patient relationship. 

4. Additional Procedures. 

a. Balanced Discussion.  Consistent with this purpose, CPG discussions of off-label uses 

specifically state that they are uses not approved by the FDA.  Further, such discussions 

are balanced in the presentation of appropriate clinical study data, including any such 

data that suggest caution in the use of the product and specifically including any FDA-

issued warnings. 

b. Quality Assurance Monitoring.  With respect to such off-label uses, DoD procedure is to 

maintain a regular system of quality assurance monitoring of outcomes and known 

potential adverse events.  For this reason, the importance of accurate clinical records is 

underscored. 

c. Information to Patients.  Good clinical practice includes the provision of appropriate 

information to patients.  Each CPG discussing an unusual off-label use will address the 

issue of information to patients.  When practicable, consideration will be given to 

including in an appendix an appropriate information sheet for distribution to patients, 

whether before or after use of the product.  Information to patients should address in plain 

language: a) that the use is not approved by the FDA; b) the reasons why a DoD health 

care practitioner would decide to use the product for this purpose; and c) the potential 

risks associated with such use. 


